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Introduction: Supraventricular Tachycardias (SVTs) are sometimes
associated with Inferior vena cava thrombi and pulmonary emboli.
However, there is very little mention of a relationship between
superior vena cava thrombi and pulmonary embolism and the
development of such an arrhythmia. We present a case of
supraventricular tachycardia as a complication of pulmonary
embolism in a patient with a superior vena cava thrombus of
unknown cause.
Case: A 47 years old male presented to the Emergency Department
with a supraventricular tachycardia. He was successfully electrically
cardioverted after chemical cardioversion with adenosine failed.
Investigation for an aortic dissection as the cause for his SVT
was undertaken after a dilated aortic root was discovered on a car-
diac ultrasound done in the Emergency Department. The Computed
Chest Tomogram and angiogram excluded an aortic dissection, but
revealed a thrombus in the Superior Vena Cava extending into the
right atrium. He also had ﬁlling defects in his pulmonary vascula-
ture suggestive of pulmonary emboli. The patient had no risk
factors for development of a thrombus or pulmonary embolism
and further work-up for the cause of the SVT and thrombus was
normal.
Discussion: Pulmonary emboli present with a wide range of varying
clinical features. SVTs are an uncommon feature of pulmonary emboli,
hence a high index of suspicion needs to be maintained and a thorough
workup for the cause of an SVT needs to be undertaken. SVT’s some-
times develop secondary to inferior vena cava thrombi and pulmonary
emboli but there is very little literature reporting a relationship
between Superior vena cava thrombi and development of supraventric-
ular tachycardia.
http://dx.doi.org/10.1016/j.afjem.2013.08.064
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Introduction: Pulmonary pseudocyst is an uncommon condition that
may occur after blunt thoracic trauma. Traumatic pulmonary pseud-
ocysts develop in less than 3% of patients after blunt thoracic trauma.
In this study we share a “formation of a pulmonary pseudocyst follow-
ing a blunt thoracic trauma” case.
Case presentation: A 34-year-old male patient suﬀering from a
motor vehicle accident, who had admitted to another medical unit,
was referred to our ED for advanced treatment after the ﬁrst
intervention. Due to wide hemopneumothorax, bilateral tube thora-
costomy had been performed when patient arrived. Thorax CT
revealed a pulmonary pseudocyst in the right lung beside diﬀuse
bilateral pulmonary contusions, hemopneumothorax and rib frac-
ture. Following necessary medical treatments, patient was admitted
to the intensive care unit. After three months with clinical and
radiological follow-up, traumatic pulmonary pseudocyst in the right
lung was fully healed.
Discussion and Conclusion: Pulmonary pseudocysts are air cysts that
may occur in the lung parenchyma after blunt thoracic trauma.
Around 85% of cases reported in the literature involved young and
male patients. Tears occurring in the lung parenchyma are one of
the underlying mechanisms of pseudocyst formation. In these cases
there is no need for further treatment of these cysts which are known
to recede spontaneously unless no complication occurs.
http://dx.doi.org/10.1016/j.afjem.2013.08.065
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Introduction: Obstructive sleep apnoea syndrome (OSAS), recurrent
upper airway obstruction during sleep, increased respiratory eﬀort
against the obstructed airway, and is characterized by frequent sleep
fragmentation. Obstructive sleep apnoea syndrome (OSAS) is a syn-
drome that aﬀects society, in particular accounts for 5% of adults. This
syndrome is the most common presenting symptoms of excessive day-
time sleepiness and/or is snoring. Obesity, nasal obstruction, adenoid
hypertrophy, macroglossia OSAS has been associated with such a large
number of predisposing factors.
Case: 63 years old, female patient, respiratory arrest and not
breathing during sleep at night, was admitted to the emergency
room complaining of shortness of breath. History, there was one
and a half years since the respiratory arrest during sleep, snoring,
morning headaches, which, drowsiness during the day turned out
to be complaints. The patient’s physical examination and investiga-
tions (chest X-ray, complete blood count, ECG, chest computed
tomography) as a result, BMI: 25.4 kg/m2, depending on the patient
with obesity, obstructive sleep apnoea syndrome (OSAS) was con-
sidered. The patient was referred Department of Chest Diseases.
Follow-up, the polisomnography (PSG) was also diagnosed with
severe OSAS
Discussion: OSAS, as drivers working people, especially at night, is a
disease that leads to serious consequences. Polysomnography is the
gold standard for diagnosis and severity of the syndrome, apnoea-
hypopnea index (AHI) is determined by; AHI = normal < 5,
AHI = 5–15 mild, 15–30 moderate AHI and AHI > 30 is severe.
From repetitive episodes of apnoea increased sympathetic nerve
activity, oxidative stress, intrathoracic pressure swings, sudden jumps
in systemic blood pressure, hypoxia and hypercapnia. Emergency
services waking from sleep dyspnoea, lethargy and fatigue in
patients admitted with complaints of snoring and OSAS cannot be
forgotten.
http://dx.doi.org/10.1016/j.afjem.2013.08.066
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